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WINTERBOURNE, BRISTOL 


Matron; ROSEMARY CATES, S.R.N. Telephone: WINTERBOURNE 21 | 8 


This Nursing Home is for the convalescent or elderly, and for those 
who need nursing care in quiet and comfort. 


There are on the ground floor single bedrooms, homely sitting rooms 
and a few private suites, including accommodation for couples, 
with central heating throughout. 


Northwoods is within 20 minutes by car from Bristol centre. It lies in 
private grounds and the garden and farm furnish fresh food and 
Guernsey milk. 


Terms are from six guineas a week. Further information will be supplied 
by the Matron. 
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LIFE FOR THE PREMATURE BABY 


BY 


BERYL CORNER, M.D. 
Paediatrician, United Bristol Hospitals 


Hippocrates in 460 B.C. stated “ that no foetus coming into the world before 
the seventh month of pregnancy can be saved’’, but history relates the premature 
birth of a number of famous people including Isaac Newton, Napoleon, Darwin 
and more recently Winston Churchill. There is however practically no reference 
to prematurity or its causes in obstetric or paediatric literature prior to this 
century, except in Paris where the first modern infant incubator was installed by 
Tarnier in 1880 at the Maternity Hospital. It was big enough to hold several 
children and designed from a chicken incubator by the Director of the Zoo. 

Prematurity is now one of the outstanding paediatric problems and it is an 
important reflection on advances in Child Health that this is essentially a problem 
of the last two decades. The lack of previous interest in the subject is little 
wonder when it is realized that 250 years ago, when the City of London Lying-in 
Hospital was opened, 1 in 15 of all infants born alive died before leaving the 
hospital, and only fifty years ago in 1899, 163 of every 1000 infants born alive in 
this country died before reaching the age of one year. In those days the death of 
the feeble and immature was merely part of the process of survival of the fittest. 

Our knowledge of the incidence of prematurity has been very indefinite, 
because, until 1944, statistics have been available in this country only from 
hospitals and death certificates. In 1944 it became compulsory to add the weight 
of the baby to the birth notification, a measure designed entirely to give informa- 
tion concerning prematurity. Definition of prematurity by calculation of 
gestation period is subject to so many fallacies that it has been difficult to compare 
results of infant care; therefore in 1937, the International Committee at Geneva 
decided to adopt a weight standard, which had already been suggested in the 
United States. Since that date, a baby is classed as Immature or Premature if it 
weighs 54 lb. or less at birth, irrespective of the period of gestation. 

Interest in the Premature Infant was really awakened in America, when, under 
the influence and inspiration of Bundersen, Julius Hess opened the first Pre- 
mature-Infant station at the Michael Reese Hospital in Chicago in 1922, to study 
premature infants and to train women in their care. In this country, in 1930, 
Mary Crosse was put in charge of a small ward for premature infants at the 
Sorrento Maternity Hospital, Birmingham. Largely as a result of the reports of 
these workers, in 1944, the Ministry of Health authorized local authorities to 
make special provision for the care of premature infants. 

Statistics will show why this is the most serious problem in Child Health 
to-day. 


Vou. 69. No. 252. 





DR. BERYL CORNER 


TABLE I 
NEONATAL MORTALITY 


Neonatal Mortality Rates for Premature and Full-Term Infants 


Neonatal Mortality 





Number Per 
of live | cent 
births | Prem. 


Premature Full-term | 
| | (per 1000 | (per 1000 
| prem. live | full-term 


births). | live births) 


Total 


Edinburgh Maternity 
Hospital 1939-40 4,886 ‘I | 314°0 21°8 


Aberdeen Maternity 
Hospital 1941-42 3,156 


Birmingham City 
1947-50 .. ..| 82,360 








Bristol City 


1947-50 .. | 31,675 | ‘o* | 7°9* 
| * 1949 & 1950 


(Birmingham figures have kindly been supplied by Dr. V. M. Crosse) 


In addition to this neonatal mortality, evidence is accumulating that the mor- 
tality and morbidity rates in the next eleven months of life may be higher in the 
premature infant unless special care is provided. Altogether it has been esti- 
mated that 15,000 lives may be lost annually in England and Wales from pre- 
maturity. 


Theodore Harris in 1742 in his treatise on diseases in infancy wrote: “ If 


therefore we are desirous of laying any firm foundation for the care of infants, we 
must in the first place have our eyes on their natural tenderness and weak- 
ness.” In 1947 De Lee in his textbook of obstetrics wrote: ‘‘ The management 
of premature babies is far different from the care given full-term babies.” 
What are the “natural tendernesses and weaknesses” of the premature 
infant? Firstly there is the problem of respiration; asphyxia and atelectasis are 
the most frequent causes of death. The factors involved are immaturity of the 
respiratory centre, causing it to be easily depressed by analgesia and poorly 
responsive to normal stimulation; feeble musculature of the chest wall; imma- 
turity of lung tissue, particularly lack of elastic tissue; small air tubes which 
easily become obstructed by inhaled liquids; deficiency of the enzyme, carbonic 
anhydrase, which is necessary for liberation of carbon dioxide and = of 
oxygen from the lungs. Closely associated with asphyxia is the high incidence of 
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intracranial damage due to too easy moulding of the delicate immature tissues 
and an increased tendency to bleed. In addition labour is often precipitate. 

The maintenance of adequate body temperature is a very big problem. Heat 
loss is excessive Owing to large surface area, but heat production is low and the 
central mechanism for heat regulation functions poorly. Hence the infant 
becomes cold, lethargic, often refuses to feed and dies if untreated. Oedema is 
usually associated with asphyxia but is much aggravated when the baby is 
allowed to get cold. Immaturity of the liver causes marked physiological 
jaundice in a high proportion of infants and the immature kidneys may lead to 
problems in maintenance of water and electrolyte balance. 

Infection for the premature infant is never trivial, resistance is so low that a 
fatal bronchopneumonia or meningitis may develop unsuspectedly and cause 
death rapidly. 

Once the problem of asphyxia has been overcome, skilful handling of the 
feeding is required. Because of the need for rapid growth, proportionately more 
food is required than in the full-term infant. The capacity to suck and swallow 
is poor and regurgitation and vomiting occur with great ease, so that inhalation 
of food is a constant danger, and filling of the stomach too rapidly tends to 
embarrass respiration. Diarrhoea and abdominal distension are easily induced 
by unsuitable feeding mixtures. Since storage of vitamins and iron is poor and 
growth needs are great, vitamin deficiency and anaemia are common unless 
prevented. 

What therefore is involved in the special care of these infants? 

The first essential is the closest team-work between the obstetrician and 
midwife responsible for the labour, the paediatrician and the premature-infant 
nurse. Skilful use of minimal analgesia and large episiotomy for delivery help 
to prevent asphyxia. A hot room and heated cot to 94° should be ready for the 
infant. The air passages are rapidly cleared before the child takes its first breath, 
and oxygen, which is the greatest stimulant to respiration in the newborn, must 
always be available. A pale, limp baby may become pink and vigorous very 
rapidly after being placed in an oxygen tent. During the first twelve hours careful 
watch is kept on the body temperature and respirations, but otherwise the child 
should be left in its hot cot without being bathed, dressed or fed. For the small 
infants special oxygen incubators with temperature up to 100° may be used instead 
of the routine draught-proof heated cot and oxygen hood; a moistened atmos- 
phere is necessary and the room temperature should be kept constant. Strict 
barrier nursing technique with individual equipment for the baby helps to 
prevent infection, and skin cleaning with sterile oil is reduced to a minimum. No 
tight wrappings or heavy blankets must be employed because they restrict body 
movement, particularly that of the chest wall. Provided that they are kept 
warm, the babies benefit greatly from being nursed completely naked. Feeding 
is not usually begun until the infant shows a desire—rarely before 12 hours and 
often not for 24-36 hours; all small infants do best with tube feeds, and lethargic 
bigger babies may require some tube feeding. The first fluid should always be 
boiled water until the infant’s reactions to feeding are evident. Slowly-increasing 
quantities of human milk are fed to the child until by the fourteenth day, an 
average of 3 oz. fluid per lb. body weight is given daily. This high feeding 


should be continued indefinitely according to the child’s appetite. Since no 





120 DR. BERYL CORNER 


food superior to human milk has yet been discovered, human milk bureaux are a 
valuable asset in premature-baby care schemes. Extra vitamins are usually 
started on the seventh day as concentrated preparations, and again are given in 
three times the normal dosage throughout the period of maximum growth, 
Most of the small infants develop a fairly severe anaemia and those under 3 |b, 
usually require blood transfusion, but all should have extra iron from the 
fourth week. 

The care of these babies is largely a matter of strict attention to every small 
detail, with careful recording and treatment of any abnormality as soon as it 
arises. Much must rest with the skill of the nurse, who only develops judgment 
as a result of considerable experience in handling these babies. 

The care of the individual baby has been very briefly described, but the service 
as a whole must now be considered. About five hundred premature babies are 
born in Bristol every year. How can they best be catered for? Plans for a pre- 
maturity scheme started in Bristol in 1942 and 1943. In 1944 a complete report 
was accepted by the Health Committee for the care of all newborn infants in 
City Hospitals and especially for premature babies. After seven years, at the 
beginning of 1951, the whole of that report had been implemented. ‘lhe 
hospital prematurity units with their experienced staff, hot rooms and all equip- 
ment for emergency treatment will deal with the majority of the babies. Where 
home conditions are suitable and the babies sufficiently vigorous to be dealt with 
by relatives between visits from the midwives, special equipment and specially 
trained midwives are available for the care of larger babies in their own homes. 
It is essential that a suitably warmed room should be devoted entirely to the 
mother and baby, and there must be no infection in the household. 

Experience has shown that there are three other needs for a complete service 
for premature babies. Firstly an arrangement whereby premature babies born at 
home, who are unsuitable for home care or become ill, may be properly trans- 
ported to hospital and nursed there. The emergency team therefore takes a 
heated cot, oxygen and resuscitation equipment to the home, bringing the baby 
back to hospital in a heated ambulance. Secondly the John Milton Mother and 
Baby Unit has been opened at Southmead Hospital with individual rooms for the 
isolation of sick premature babies. Here the mothers can be trained in their care 
and any baby who fails to do well after discharge can be readmitted. A human- 
milk bureau is the only satisfactory way of ensuring a constant supply of hurnan 
milk, which is invaluable for feeding most premature babies. A bureau was 
opened to serve the South Western Region at Southmead Hospital in 1950. 
Thirdly a follow-up scheme is essential to ensure continued satisfactory care of 
the babies and to assesss the results of treatment. 

The resu'*s of treatment of premature babies in Southmead Hospital may 
seen in Tables IT and III. 

From 1946 to 1951, 1,438 premature babies were treated of whom 1,132 were 
discharged alive; of these 561 were discharged from the special Unit. ‘The total 
mortality rate was 20 per cent. ‘he majority of babies (366) weighed between 
3 Ib. 4 0z. and 4 lb. 6 oz. and of these 282 survived—a survival rate of 77:0 per 
cent. For smaller babies there has been a slight improvement in the survival rate 
throughout the five-year period and 76 babies were discharged alive weighing less 
than 3 |b. 4 oz. 
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TABLE III 
SuRVIVAL RATE ACCORDING TO BIRTH WEIGHT. SOUTHMEAD HospPIiTar 
Ministry of Health, 1951 Weight Groups 


—— 


Premature Unit | Nurseries | All Prematures 


Birth Weight | | Sur- | Sur- | | Sur- 
| Cases Lived) vival | Cases/Lived) vival | Cases|Lived vival 
Lf 1%) (} | 1% 
2 lb. 3 0z. and under, 41 | 7 | 17° Oo | 42 | 


| 
| 





3 Ib. 4.0z.—2 Ib. 3 oz. | | 64 | 38°5 9 I1‘o | 175 
4 lb. 6 oz.—3 lb. 4.02. | 282 | 77°0 | 28 23 | 82:0} 394 





4 lb. 15 02.—4 Ib. 6 02. | 151 | 86:0 | 154 | 140 | 91°0| 329 | 














5 lb. 8 oz.—5 Ib. | 65 | 56 | 86-0) 431 | 407 | 94°4| 496 | 463 93°0 











| | 


(9 unweighed babies died in labour wards) 


The saving of the lives of premature babies during the first few weeks is costly, 
particularly in its demand for skilled nursing staff. The scheme might therefore 
be unprofitable if the infants were subsequently to fall an easy prey to death and 
disease later in the first year of life, or if, after survival, they were found to be 
physically or mentally useless individuals. An after-care scheme is therefore 
essential both for advice on the care of the babies as well as early detection of 
abnormality and assessment of developmental progress. 

Shakespeare described a popular belief about the premature baby in the words 
of Richard III. “ I, that am rudely stamped, deformed, unfinished, sent before my 
time into this breathing world scarce half made up and that so lamely and unfashion- 
able that dogs bark at me as I halt by them.” Fortunately the results of after-care 
supervision show that this is not so. Most babies, however small at birth, reach 
the weight of at least 14 lb. by six months provided they are adequately fed. 
Except for the physiological anaemia of prematurity which occurs in the first few 
weeks in the very small infant, and is best treated by blood transfusion, the 
appearance of rickets and anaemia in the first nine months is prevented by good 
supplements of vitamins and iron. During the second year of life, however, 
anaemia has developed in a few babies who received inadequate weaning dicts 
owing to poverty or maternal ignorance. Intelligence tests have been carried out 
on about one quarter of all the babies discharged from the Unit, and these show 
that the majority of children fall within the average range of intelligence. In 571 
babies nursed in the Unit at Southmead, four died before leaving the hospital, 
but after the first four weeks of age. Two of these children had congenital 
abnormalities incompatib!e with continued existence. Of the remaining 567 who 
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left hospital twenty died during the first two years of life, but there have been no 
deaths over this age. Bronchopneumonia accounted for nine of these deaths, 
four of them being sudden deaths at home which were reported to the Coroner. 
Four children who were recognized as aments died from respiratory infections. 
Infection in some form accounted for all the deaths after discharge from hos- 
pital, and except for three deaths after one year, they were evenly distributed 
throughout the first year of life. The mortality rate therefore in this group of 
babies after the neonatal period was 3:5 per cent (Table IV), a significantly higher 
figure than in the rest-of the child population in Bristol. Hence the emphasis on 
the need for special “‘After-Care ’’ schemes. 


TABLE IV 
PREMATURE INFANT DEATHS OVER 4 WEEKS 


In Premature Unit ¥ wk 
After Discharge in 567 survivors (3-5 per cent) 


AGE AT DEATH 
1-3 mths. 3-6 mths. 6-12 mths. 12-24 mths. 
7 5 9 3 
CauUsE OF DEATH 


Bronchopneumonia .. “3 .. 9g (1 before discharge, 3 admitted to 
hospital, 5 at home, 4 reported to 
Coroner). 

Amentia, Bronchitis . . 

Congenital abnormalities 

Pertussis 

Measles 

Gastroenteritis ‘ 

Chronic Pyelonephritis 

Convulsions 

Marasmus 

Congenital Syphilis 


(1 before discharge). 


(before discharge). 


(reported to Coroner). 
(before discharge). 


—~ = = =» & NN DN 


Although it must be emphasized that the majority of children were healthy 
and normal, a wide variety of abnormalities was encountered in the whole series. 
The most common defect was ophthalmic, and there were eighteen cases of 
retrolental fibroplasia. This is probably the most serious problem in premature 
babies at the present time as it frequently causes total blindness. However, 
treatment with ACTH at the right stage offers some hope even for this serious 
condition. The only other problem is cerebral palsy. Eight babies suffered 
from this condition, most of them very small but sufficiently intelligent to be 
educable by special methods. There were five babies with congenital hypertro- 
phic pyloric stenosis, all of whom did well, and one with congenital oesophageal 
atresia who was successfully operated on by Mr. Belsey. 

The question is often asked whether very small babies are really worth saving. 
One can answer this with a most emphatic affirmative in the majority of cases. In 
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this series there were 76 babies weighing less than 3 Ib. 4 0z. who left hospital, 
and 22 of them weighed less than 2 lbs. 12 oz. Of these babies 53 are absolutely 
normal physically and mentally; six have died; seven have retrolental fibroplasia: 
five have cerebral palsy; two are mentally deficient; one is hydrocephalic but of 
normal intelligence; one has congenital cataracts, one has a webbed arm, which 
causes little disability. The birth weight of the smallest surviving child was 1 |b, 
12 0z. (Table 5). Studies on every aspect of the development of premature 


TABLE V 
RESULTS FOR VERY SMALL BABIES 
1946-51. Total Survivors below 3 lb. 4 0z.: 76 


Below 2 1b. 12 02. 
Normal and healthy 
Died since discharge 
Retrolental fibroplasia 
Cerebral Palsy 
Webbed arm 


TOTAL 


8 | “ 
Nie WWW N 


2 lb. 12 oz.—3 Ib. 4 oz. 
Normal and healthy 
Died since discharge 
Retrolental fibroplasia 
Cerebral Palsy 
Hydrocephalus 
Amentia and Blind 
Congenital Cataract .. 
Mentally subnormal . . 


TOTAL 


aN 
_ 


wm 
re ee 


babies are being continued but the results so far indicate overwhelmingly that 
all efforts to maintain life for the premature baby are well justified. 

This work for premature babies has been achieved by team-work in which many 
people have co-operated, particularly Professor R. H. Parry and his colleagues of 
the Public Health Department, of whom special mention must be made of Dr. 
Greta Hartley, who has taken a considerable part in the clinical work. Essential 
and much-valued help has been given by all the obstetricians in Bristol, and the 
nurses, midwives and health visitors associated with various parts of the scheme. 
Professor Neale has given great help and encouragement since he has been in 
Bristol. Special tribute must be paid to the nursing staffs of the Unit and above 
all to the sisters-in-charge, for without their skill and devotion to duty not one of 
the babies would have survived. 
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RECENT TRENDS IN BLOOD TRANSFUSION AND RESUSCITATION 


BY 


GEOFFREY H. TOVEY, M.D. 


Director, South West Regional Blood Transfusion Service; 
Lecturer in Haematology, University of Bristol 


The immediate post-war years have witnessed a striking increase in the trans- 
fusion of blood and blood products in the hospitals of Great Britain. During 
1946, 183,500 pints of blood were issued from the Regional Centres of the Nat- 
ional Blood Transfusion Service to hospitals in England and Wales, and in 1951 
these issues had risen to 505,000 pints. A similar increase has occurred in the 
requirements of the three main hospital groups in the Bristol Area, which in 
1946 required 4,518 pints, and in 1951, 12,199 pints, an increase of 270 per cent 
in five years. The greater use of transfusion in medical and surgical practice has 
been paralleled by advances in the clinical, laboratory and technical aspects of 
transfusion work, and the more important of these are outlined below. 


CLINICAL ASPECTS 


Acute Haemorrhage and “‘ Wound Shock”. By means of blood volume studies 
with the dye T1824, Grant and Reeve (1951) have shown that a diminution in 
the circulatory blood volume (oligaemia) is the most important factor in the 
production of wound shock, and that circulatory collapse occurs if a patient’s 
effective blood volume is reduced below 70 per cent of normal. Grant and Reeve 
conclude that the most valuable signs in determining the degree of reduction in 
blood volume are the amount of tissue damage, and the systolic blood pressure. 
They regard the patient’s own hand as the unit of measurement, and observed 
that circulatory blood loss was approximately 10 per cent for each “ hand ” of 
tissue damage. Large wounds equivalent to a tissue damage of three to five hands 
are associated with a 30-50 per cent blood loss, and indicate a transfusion 
requirement of 3-5 pints in a patient of 10-11 stone. These observations are of 
particular value as a pointer for transfusion in those exceptional patients who 
react to haemorrhage with an initial rise in blood pressure, but in the vast 
majority of patients acute haemorrhage is accompanied by a fall in systolic 
pressure. Grant and Reeve’s findings were that a systolic pressure of less than 
100 mm. of mercury indicates a blood volume of less than 70 per cent normal, 
and they would regard either three “‘ hands”’ tissue damage or a blood pressure 
below 100 mm. as indications for immediate transfusion. 

Restoration of blood pressure to the patient’s normal range must be ac- 
complished without delay if renal tubular damage, cerebral anoxia or “ irrevers- 
ible shock ” are to be avoided. In consequence, intra-arterial transfusion is being 
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used for the more rapid correction of oligaemic hypotension. A needle is in- 
serted into the femoral artery, immediately below the inguinal ligament, or if 
there is severe haemorrhage during an abdominal operation for example, the 
common iliac artery may be used. Blood is forced rapidly into the arterial tree at 
a pressure equal to the normal systolic blood pressure. ‘The procedure is likely to 
be of particular value when haemorrhage is complicated by extreme venous 
spasm, and some life-saving results have been reported (Bingham 1952), 
Ischaemic gangrene of the distal portion of the limb used has followed as an 
occasional complication, but is probably only likely to occur if a cut-down 
procedure, with cannulation, is employed. 

Emphasis is now rightly placed on the importance of adequate pre-operative 
transfusions in preparing an anaemic patient for a major surgical operation, and 
there is general agreement that, when correction is practicable, a patient should 
not undergo operation with the haemoglobin level below 80 per cent of normal 
(11-8 G. per 100 ml.). Sufficient attention however is not always paid to the fact 
that anaemia and hypoproteinaemia are accompanied by a compensatory reduc- 
tion in circulating blood volume (Price 1951), and that pre-operative trans- 
fusions should, therefore, be completed well in advance of the day of operation to 
allow time for circulatory readjustment. For similar reasons, the transfusion of 
blood at an early stage in the correction of primary or secondary dehydration has 
proved to be of value, and the haemoglobin level of a patient requiring continuous 
parenteral fluid therapy should be maintained above go per cent (13:3 G. per 
100 ml.) by suitable blood transfusion. 

Provided constant watch is kept on the patient’s blood pressure and there is 


no engorgement of the neck veins, transfusion cannot be given too rapidly in a 
case of severe haemorrhage, but over-rapid transfusion is always dangerous in the 
patient with a severe chronic anaemia. Should the patient’s haemoglobin be 
below 30 per cent (4:4 G. per 100 ml.), the drip rate must not exceed 20 per 
minute, and 40 drops per minute (one pint in 4 hours) is a safe rate for a trans- 
fusion of concentrated red cells to a less severely anaemic patient. 


Exchange or Replacement Transfusion. Exchange transfusion, replacing pint 
for pint of the patient’s blood with fresh blood, has been given a trial in adults 
and children with acute leukaemia, following an encouraging preliminary report 
by Bessis and Bernard (1947). Regrettably, however, such treatment has proved 
almost entirely disappointing. In some instances there has been a temporary 
reversion in the blood and marrow picture towards normal following the exchange 
transfusion. The mechanism underlying this change is worthy of a fuller 
investigation. Exchange transfusion is also a practical alternative to peritoneal 
dialysis and the artificial kidney. 

The principal application of exchange transfusion however is in the treatment 
of haemolytic disease of the newborn. A controlled trial, reported by Mollison 
and Walker (1952), has established that the affected baby treated within 12 
hours of birth by an exchange transfusion, to a minimum of 60 ml. per pound 
body weight, has a significantly greater chance of survival and full recovery than 
the baby treated by simple transfusion. Of importance also has been the observa- 
tion during this trial that there was a greater incidence and death rate of kernic- 
terus in babies delivered prematurely than in full-term infants. 
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Reactions to Transfusions. Intense venous spasm may make intravenous 
transfusion extremely difficult in the ‘‘ needle-shy ” patient or when it com- 
plicates severe oligaemia. Repeated intravenous injections of 5-10 ml. of 1 per 
cent procaine may be followed by sufficient relaxation to enable transfusion to 
proceed. 

Ferris and colleagues (1952) claim that pyrogenic as well as allergic reactions 
during transfusion can be practically abolished by the routine addition of an 
anti-histamine (tripelennamine) to each bottle of blood immediately prior to 
transfusion. The incidence of grade-three pyrogenic reactions following trans- 
fusions in Bristol hospitals is as low as one in sixty patients transfused, however, 
and the risk of complications from the anti-histamine drug itself, together with 
the additional expense, does not seem to justify its routine employment. Never- 
theless, there are certain patients receiving repeated transfusions who react 
periodically with a rigor for no clear reason, and in whom the measure proposed 
is worthy of trial. 

A striking advance of the post-war period has been the markedly improved 
outlook for the patient suffering an incompatible transfusion. As a result of the 
work of Muirhead and his colleagues (1948), Borst (1948), and Bull and others 
(1949), a patient’s chance of recovery following this accident is now at least 
go per cent, whereas five years ago it was variously estimated at between 25 and 
40 per cent (Keynes 1947). It is now recognized that (a) the extent of the renal 
tubular damage following an incompatible transfusion can be minimized by the 
immediate elimination of any concomitant hypotension by the further trans- 
fusion of compatible blood or plasma, since sustained hypotension is a well- 
established cause of acute tubular necrosis, and (5) during the phase of renal 
failure there is a marked, and temporarily irreversible, impairment of excretion 
of salts and water as well as end-products of metabolism. Treatment during the 
phase of oliguria or anuria should be based therefore on limiting the patient’s 
water and salt intake to that actually lost by extra-renal plus renal routes, and 
preventing tissue breakdown by providing an adequate supply of calories in the 
form of carbohydrates and fats only, thus minimizing the accumulation of urea, 
potassium, and other toxic products of protein metabolism. Attempts at 
“flushing through”’ the patient’s kidneys are absolutely contra-indicated as 
they result in water accumulation and further tubular damage. Alkalis, or saline 
diuretics, are to be avoided as they lead to sodium retention. Recovery of renal 
function is accelerated by maintaining the patient’s haemoglobin above 70 per 
cent (10-4 G. per 100 ml.), and penicillin or streptomycin should be given to 
prevent infection. Detailed accounts of the management of these cases are given 
by Bull et al., (1949). 

Plasma supplied to hospitals in Great Britain during the past four to five years 
has been prepared from small pools of ten donors only. This has resulted in a 
reduction in haematogenous hepatitis following plasma transfusion to 1-2 per 
cent (Lehane et al. 1949), whereas the wartime incidence was 10-12 per cent. 
Experimental evidence has suggested that the causative virus of hepatitis may 
be destroyed by treating each batch of plasma during preparation with a care- 
fully controlled dose of ultra-violet light, and a clinical trial of U.V.L.-treated 
plasma is presently being conducted in the Cardiff, Manchester and Liverpool 
areas, 
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Plasma Substitutes. Each 400 ml. bottle of plasma represents the equivalent of 
the total contribution of two blood donors, and absolute sterility must be 
maintained during its drying process, which must be carried out im vacuo at a 
temperature of minus 40°C. Plasma is necessarily therefore an expensive bio- 
logical material, and is likely always to be available in limited quantity only, 
Because of this and the risk of subsequent hepatitis in the recipient, there is a con- 
tinuous search for a satisfactory plasma substitute. ‘wo promising substitutes, 
dextran and polyvinyl-pyrollidone (PVP) are now being prepared in this country, 

Dextran (6 per cent solution in 0-9 per cent sodium chloride) is a polysaccharide 
synthesised from sucrose by the bacterial activity of Leuconostoc mesenteroides. 
By partial hydrolysis its molecular size can be adjusted to approximate with that 
of plasma albumin, and consequently the osmotic effects of a dextran transfusion 
are similar to those following one of plasma. A report on 2,436 pints of dextran 
transfused to 1,647 patients (Maycock 1952) has shown that the clinical response 
to dextran transfusion in cases of haemorrhage and burns shock has been very 
satisfactory. One per cent of patients showed febrile reactions, but these were 
mostly of mild degree, and nine patients (0°55 per cent) exhibited a mild gener- 
alized urticaria. More than 400 pints of dextran have been given in the Bristol 
hospitals during the past eighteen months, and no serious reactions following 
their transfusion have to date been reported. Infusion of a large amount of dextran 
causes a pronounced, and probably undesirable, dilution of plasma-protein as well 
as dilution of red cells, and, although much of the dextran is eventually excreted 
in the urine and faeces, it is not yet certain that there is no storage in the tissues. 
For these reasons it would seem advisable to limit the amount of dextran 
transfused to two or three pints in patients with haemorrhage and to five or six 
bottles (correspondingly less in children) in patients with burns, blood or plasma 
being used to complete the transfusion. 

P.V.P. is a synthetic plastic polymer, and a suitable solution giving a colloidal 
osmotic pressure approximating to that of whole blood is available under the 
name “‘ Plasmosan ”’. It does not appear to have been transfused as extensively 
as dextran, as yet, but preliminary reports (Thrower & Campbell 1951, Arden et 
al 1951) suggest it to be a satisfactory fluid for restoration of blood volume, and 
no toxic effects have been reported. 


LABORATORY AND TECHNICAL DEVELOPMENTS 


Blood Group Systems. The therapeutic use of human blood on a scale un- 
dreamed of before the war has revealed the multiplicity and complexity of the 
antigenic components of red blood corpuscles. Nine distinct and genetically 
unconnected-blood group systems are now recognized, ABO, MNS, P, Rh, Kell, 
Lutheran, Lewis, Duffy and Kidd. Fortunately, with rare exceptions, only the 
ABO and the D antigen of the Rh system are of importance to the clinician. ‘The 
exceptions are virtually limited to those recipients of transfusion who have 
reacted adversely to a previous blood transfusion and to women who have given 
birth to children affected with haemolytic disease of the newborn. In such 
instances the patient may, for example, be ‘“‘ Kell-negative ’’ and have formed 
immune antibodies type “ anti-Kell”’ as the result of the transfusions or preg- 
nancies. The siinpler methods of selecting and matching blood for transfusion 
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will not suffice in the detection of antibodies of this type, and the help of an 
experienced blood-group reference laboratory needs to be sought if haemolytic 
reactions to transfusion are to be avoided. Assistance with such difficult cases 
and the routine serological investigation of expectant mothers have now become 
two of the important functions of Regional Transfusion Centres. A carefully 
taken history of previous blood transfusions and of the outcome of any preg- 
nancies is thus an essential accompaniment of a sample of blood for direct 
matching or ante-natal Rh testing, so that the pathologist may decide whether the 
test he can apply locally will provide adequate safeguard for the patient or whether 
a more detailed investigation by a blood-group reference centre is necessary. 

A further application of the blood group systems is in cases of disputed 
paternity. At present the necessary test sera are too scarce to permit the routine 
employment of all nine sytems, but it has been calculated that using ABO, MNS, 
Rh, Lutheran, Kell, Duffy and secretion tests, an expert laboratory could exclude 
about 62 per cent of wrongfully accused persons, whereas by ABO and MN 
testing alone the chance is only 34 per cent. 


Blood Storage. Using the present acid-citrate-dextrose anticoagulant and 
preservative solution, whole blood stored at a constant temperature of between 
2° and 6° C. is suitable for transfusion for 21-28 days. The discovery that 
glycerol largely prevents the death or disruption of living cells when stored at 
temperatures well below freezing point has opened the way to the prolonged 
preservation of cells at temperatures where they are in a state of ‘“‘ metabolic 
arrest’. Experiment has shown that a blood-glycerol mixture can be stored at 


minus 79° C. for at least nine months, and that if the thawed mixture is freed of 
glycerol by dialysis about 70 per cent of the red cells are recovered in normal 
condition (Sloviter 1952). It has yet to be established whether such recovered 
red cells will survive satisfactorily in human subjects after transfusion, but prog- 
ress in this field has been sufficiently encouraging to suggest that the prolonged 
storage of human red cells suitable for subsequent transfusion may in time be 
practicable. 
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TUBERCULOUS MENINGITIS 


BY 


G. D. W. McKENDRICK, M.A., B.M., B.CH. (OXON), M.R.C.P. 
Deputy Resident Physician, Ham Green Hospital, Near Bristol 


This is a brief review of the cases of tuberculous meningitis treated at Ham 
Green Hospital with streptomycin. 

Since 1948, seventy-seven cases have been admitted and of these thirty-five 
(45 per cent) are still living. For the purpose of this review seventeen cases are 
excluded—eight because they have been admitted too recently and nine, the 
earliest cases, either because they received quite inadequate doses of strepto- 
mycin (due to an insufficient supply), or because they were transferred to other 
hospitals early in the disease. This leaves sixty cases which form the material 
for this paper. Patients are admitted from all parts of the region and there is no 
selection. 

DIAGNOSIS 

The diagnosis has been confirmed in all but one case (a fatal one) by finding 
tubercle bacilli in the cerebro-spinal fluid. In only three cases were T.B. not 
found on the direct film and in two of these the organism was cultured. ‘hus 
T.B. were found in over go per cent of untreated cases on direct-film exam- 
ination. It is essential that at least 10 c.c. of cerebro-spinal fluid should be 
centrifuged for two hours at 3,000 revolutions per minute, and a prolonged search 
carried out. It has sometimes taken three hours before T.B. have been found, 
but more usually they are seen in the first hour. Guinea-pig inoculation and 
T.B. culture are carried out routinely. 

A provisional diagnosis is made on the history, signs and changes in the 
cerebro-spinal fluid. As is widely recognized now, the sugar level is the most 
important finding in the cerebro-spinal fluid and in no case has it been above 
40 mgm. per cent on admission. (This does not include cases of miliary tuber- 
culosis who develop meningitis whilst on treatment.) A sugar level persistently 
higher than 40 mgm. per cent should make the diagnosis suspect until organisms 
are found. However, it should be appreciated that the sugar fluctuates early in 
the disease and may rise considerably after starting treatment. We have recently 
had an early case with a sugar of 28 mgm. per cent on admission, 71 mgm. per 
cent the next day and 52 mgm. per cent the following day. Changes of this kind 
—though not of this degree—have been seen before. 

Cases are classified on admission into one of three groups similar to those 
recommended by the Medical Research Council (1948). 


Group I Few or no meningeal signs. 


Group II Meningeal signs with no focal signs, or at most involvement of 
one cranial nerve (e.g., 3rd nerve palsy). 
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Group III Either (J) in coma 
or (IJ) with gross focal signs—excluding a single cranial nerve 


palsy. 


TREATMENT 


All patients received intramuscular and intrathecal streptomycin, the course 
of treatment depending on the patient’s progress. The basic course consists of 
twenty-eight weeks of daily intramuscular streptomycin and six to eight weeks of 
daily intrathecal streptomycin. The intrathecal injections are then given on 
alternate days for about a month and then every third day for a further short 
period. There are no rest days or weeks during this period—the course being 
adjusted as considered necessary by the patient’s progress. The intrathecal dose 
for children of o-4 years is 50 mgm; of five years upwards 100 mgms. If this 
dose causes continual vomiting, it is reduced to 25 mgm. in infants and 50 to 
75 mgm. in older children, but it is usually well tolerated. 

Intramuscular streptomycin is given twice a day in a dosage of 2 gm. daily for 
adults, 1 gm. for adolescents and 0-5 gm. for small children. In a few recent 
cases the dosage has been reduced to twice-weekly injections after three months. 
Para-aminosalicylic acid is given in full doses. Burr holes are not made routinely, 
but if blocks develop streptomycin is injected into the ventricles or the cisterna 
magna. 

Intrathecal tuberculin has been given in a few of the worst cases, but with 
success in only one patient who is left severely crippled with bilateral optic 
atrophy and some bilateral nerve deafness. 


CRITERIA OF CURE 


These are freedom from signs or symptoms of the disease after a minimum of 
twelve months’ observation, with a normal cerebro-spinal fluid, or a cerebro-spinal 
fluid with normal sugar and with cells and protein steadily approaching normal. 


RESULTS 
Of the sixty cases, eighteen (38 per cent) are considered to be cured, thirteen 
are still under treatment or observation in hospital, and twenty-nine are dead. 
Thus at present thirty-one (50 per cent) patients are still alive but some may 
relapse before the completion of treatment or their observation period. (Table 1.) 


TABLE 1 


Results of a series of sixty cases of tuberculous meningitis 


| | 


Surviving at | Still under treatment or 
present | observation in hospital 


13 
12% 
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The results when cases are grouped according to their severity on admission 
are shown in Table 2. The last column shows that the chances of survival for 
an early case are twice as good as for a case in Group II and nearly four times as 
good as for a case in Group III. Diagnosis early in the disease is as essential for 
success as it is in an acute abdominal condition. A suspected case of tuberculous 
meningitis should be regarded as an emergency, and each day’s delay in diagnosis 
reduces considerably the chance of survival. Nevertheless, we prefer that cases 
transferred to us should have received no streptomycin unless the organism has 
been found. The delay in transfer is only a matter of hours and treatment is 
started on a clinical diagnosis once a large enough specimen of cerebro-spinal 
fluid has been obtained for an adequate search for organisms. 


TABLE 2 


Cases of tuberculous meningitis showing chances of survival related to stage 
of disease on admission to hospital 


On treatment | Percentage Percentage 
Total Cured’ Dead or under of living 
observation | total cases | at present 


Percentage 
cured 





Group II 


Group III 





Totals 


Group I.—Few meningeal signs. Group II.—Meningeal signs but no focal signs, or single 
cranial nerve lesion. Group III.—In coma or with gross focal signs. 


For the period from June 1950 to November 1951 dihydro-streptomycin 
sulphate was used instead of streptomycin calcium chloride. Our impression, in 
common with other workers, was that the dihydro-streptomycin was not s0 
effective. This is not confirmed by analysis of our figures which show no 
difference—38-per cent cure rate with both preparations. Our main reason for 
reverting to streptomycin calcium chloride, however, was the serious increase in 
deafness in survivors. Forty-three per cent of cases treated with dihydro- 
streptomycin suffered from severe bilateral nerve deafness, whereas only 6 per 
cent of cases treated with streptomycin calcium chloride are deaf. The only 
other complications in the cured cases were mild giddiness in two, and bilateral 
optic atrophy in one. 

Reports of other workers show that the recovery rate at most centres in this 
country varies from 30 per cent to 50 per cent (Robertson and Gardiner, 1952, 
Illingsworth and Lorber, 1951, Calnan et al., 1951, Cairns et al., 1950). All 
workers agree the recovery rate is high in early cases and Illingworth (1951) says 
“ Most children in the early stage of the disease recover and without residual 
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defect, whereas most children in the advanced stage die, and many of the sur- 
vivors are handicapped.” ‘The same may be said of adults with the added 
proviso that those with pronounced pulmonary disease tend to do badly. 


CONCLUSION 

Our results, with 38-per cent cure, are not as good as in some series and we 
should like to improve them. By far the most important way of doing so is by 
early diagnosis—which is usually outside our control. One still sometimes hears 
it said that tuberculous meningitis is hardly worth treating. Any who think that 
should see the cures from this or any other series—happy, healthy adults and 
children. One ex-patient, a little girl, has recently won an open dancing com- 
petition; another girl has married and had a healthy child; another, a man of 
thirty, now runs an exceedingly successful caravan business. It is worth remem- 
bering that if these patients had contracted their disease five years ago, they 
would all be dead. 

I should like to thank Dr. J. Macrae for his helpful criticisms in the preparation 
of this paper. 
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THE RESULTS IN 178 CASES OF PREFRONTAL LEUCOTOMY 
AT THE BRISTOL MENTAL HOSPITALS 


BY 


EDWARD H. HARE, M.A., M.D., D.P.M. 
Assistant Psychiatric Physician, Bristol Mental Hospital, Barrow Gurne 


I. INTRODUCTION 

The operation of prefrontal leucotomy as a means of treating mental disorder 
was first introduced by Moniz in 1935. In Bristol, the first leucotomy was per- 
formed in 1941 and during the following decade the operation was done on 178 
psychiatric cases in the Bristol Mental Hospitals. The present paper summarizes 
the results obtained in these cases. 


2. MATERIAL 

The criteria for selection of cases for leucotomy have been those commonly 
adopted in Great Britain: mental disorder which has not responded to other 
methods of therapy, with negligible chances of spontaneous improvement and 
usually with preservation of emotional tension or of interest in social intercourse. 
In all but two of the 178 cases, the standard prefrontal leucotomy was performed. 

Tables I and II indicate the material classified by diagnosis and age-groups. 
Of the thirty-two cases classed as affective, twenty-nine were in chronic depress- 
ion; the remaining three had shown both manic and depressive symptoms. Of 
the thirteen cases grouped as Other Disorders, ten were neurotic, two post- 
encephalitic, and one a defective psychopath. 


3. METHOD OF RECORDING RESULTS 

Kolb (1949) in a criticism of leucotomy follow-up studies, concludes that t!x 
most satisfactory method of reporting results is by recording the patient’s con- 
dition at a definite time after operation (e.g., result after one, three, or five years). 
This method has the approval of Penrose (1944). Further, Kolb states that 
assessments of “‘ recovered’, “ improved ”’, “ social failure’, etc. are vague, 


subjective, and often second-hand; the only satisfactory methods of assessment 

are (1) detailed case reports, or (2) the bare fact whether or not the patient /ias — 

been discharged from hospital. Grade 
In the present report, the state of patients is recorded one year after leucotom) 

(in 178 cases) and five years after (in the first 100 cases). Each patient’s stat 

recorded as one of five grades, as shown in Table III. 


4. RESULTS 
The one-year results in 178 cases are shown in Table III. Of the pati 
classed as “ discharged relieved ”’, four were discharged against medical advi 
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RESULTS IN 178 CASES OF PREFRONTAL LEUCOTOMY 


TABLE I 


Diagnoses 


—  ,,,,,,,,  ——————EEEEEE—EEEEE== 


Diagnosis Male Female Total Per cent 





1. Schizophrenia: .. " 52 81 133 
simple and hebephrenic 12 
catatonic Ws ac 9 
paranoid . . 
other 
2. Affective 
3. Other 





Totals 


TABLE II 
Age-groups 


Age-group Schizophrenic Affective Other Total 





Up to 19 2 ; 2 
20 to 29 27 28 
30 to 39 7 

40 to 49 31 4! 
50 to 59 10 17 28 
60 to 69 2 2 9 








Average age: 42 years 56 years 44 years 45 years 
TaB_e III 
One-year results in 178 cases 


Result Total Percentage 








Grade 1. Discharged recovered .. vs re 16 
2: a relieved ie i = 38 
3. In hospital improved .. ais “a 63 


», unchanged 


4. 
5. Dead 











Totals 
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and recorded in the notes as ‘‘ not improved”. The fifty-five patients classed 
as “in hospital unchanged” includes two who were worse than before 
operation. 

Table IV shows the results of 100 cases at intervals of one, three and five 
years after operation. 

By the end of 1951, thirteen deaths had occurred among the 178 cases of 
leucotomy, and of these five were directly attributable to operation (operational 
mortality 2-8 per cent). The ages at operation of these five cases were between 
30 and 50; there have been no operational deaths among the thirty-seven 
patients aged over 50. 

Five patients (four schizophrenics and one psychopath) have had _post- 
operative epileptic fits (3-3 per cent). Only one of these patients has had more 
than three fits. 


TaBLe IV 
One-, three- and five-year results in 100 cases 


Schizophrenic) Affective Total 


Result 


. Discharged recovered 
- relieved 

. In hospital improved 

ee », unchanged 

. Dead 





Totals 


Per cent discharged 


5. FACTORS INFLUENCING THE RESULTS 
Age. ‘This cannot be assessed from the present series, as the numbers are too 
small to allow the factor of age to be separated from that of diagnosis. 


Sex. A higher proportion of males than of females was discharged, but again 
the factor of sex cannot be separated from that of diagnosis. 


Diagnosis. The one-year results among different diagnostic categories are J 


shown in Table V. 


Duration of illness. Table VI shows the relation between duration of illness at 
the time of operation and the one-year result in schizophrenics. The proportion 
of patients discharged from hospital within a year after operation falls con- 
siderably when the duration of the previous illness exceeds four years. On the 
other hand, the proportion of patients who are unchanged by operation is not 
much influenced by duration of illness. Thus it may be said that while the 
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proportion of patients improved by operation (60-70 per cent) is independent of 
the duration of illness, the degree of improvement within a year is in inverse ratio 
to this duration. A similar though less-marked relation between result and dura- 
tion of illness was found in the twenty-nine cases of chronic depression. 


TABLE V 


One-year results by diagnostic categories 


Schizophrenics 
—————$— ————_— —_ ——__ ——. Affec- Other 
Hebe- | Cata- | Para- = tive 
. . ., Other Total 
phrenic | tonic | noid 





1. Discharged recovered 2 
2. 2 relieved 8 
3. In hospital improved II 
ie », unchanged 12 
5. Dead ee oe — 


Total i - 33 








Per cent discharged 


TaBLe VI 


Relation between pre-operative duration of illness and one-year result in 133 cases 
of schizophrenia 


One-year result 





Duration of illness — 
before leucotomy In hospital In hospital 
(vears) Discharged | improved unchanged 





7% 7% 7o 

Less than 2 oe 41 17 41 
or oe... a a 33 33 30 
4-9 .. ae os 14 48 33 

More than 9 ne ” 59 28 


re too 


Less at 

ortion Table VII shows that late improvement (sufficient for discharge from hospital) 
; con- § tended to occur especially in those cases with long pre-operative illness. Thus, 
)n the @ although there was a clear-cut relation between the one-year discharge rate and 
is not § duration of illness, this relation became progressively less marked as the time after 
le the § Operation increased. This finding may explain the conflicting reports of different 
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authors as to the effect of duration of illness on the result of leucotomy, for these 
reports have been based on the aggregate result of cases assessed at varying 
intervals of time after operation (see, for example, Gillies et al. 1952). 


Tas_e VII 
Relation between pre-operative duration of illness and the one-, three- and five-year 
discharge rates in 73 cases of schizophrenia 


No. of patients discharged after 
Duration of illness a post-operative period of Total no. of 
before leucotomy _—————— cases 
(years) I year 3 years 5 years 





Less than 2 

2-4 

4-9 .. Ss 
More than 9 


Response to electric convulsion and coma insulin therapy. Gillies et al. (1952) 
found that patients who made a good, if transient, response to E.C.'T’. made a 
much better response to subsequent leucotomy than those who made no re- 
sponse to E.C.T. No such relation was found in the present series of cases 
(Table VIII), nor was any relation found between response to insulin coma and 
the effect of subsequent leucotomy. 


Tasie VIII 


Relation between response to E.C.T. and to leucotomy in 67 cases 


Response to leucotomy 





Response to E.C.T. Discharged In hospital 





Recovered Relieved Improved — Unchanged 





Improved—36 we 2 10 * 17 
Not improved—31 10 8 10 


Time of first post-operative improvement. ‘Table IX shows that of the improve- 
ments the great majority (85 per cent) occurred within the first month after 
operation, none after a year. Eighty per cent of discharges occurred in the first 
year, go per cent within the first two years. Improvement, apparently 
taneous, may occur long after leucotomy. Thus a patient with a nine 
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history of chronic depression underwent leucotomy, shewed a slight improve- 
ment for six months and then relapsed to his former condition; seven years 
later he began to improve again, was discharged, and has remained well and 
working at his old job for two years. 

Relapses. Of the sixty-two (among 178) cases discharged during the first post- 
operative year, eight (seven schizophrenics, one affective) relapsed, i.e. were re- 
admitted. ‘This gives a one-year relapse rate of 13 per cent. Among the 100 cases 
studied for five post-operative years, forty were discharged, and of these five had 
been readmitted for a period of at least twelve months, while two others had 
been readmitted for periods less than twelve months. Thus the five-year relapse 
rate was 18 per cent. Comparison of the one-year and five-year relapse rates 


TABLE IX 


Relation between time after operation and first improvement or relapse 


Improvements Relapses 

Time after —_— No. of 

operation Ist improvement ist relapse Cases 
in hospital ist discharge in hospital 1st readm. 











0-1 month 106 
9 
) 


0-12 


” 


I-2 years 


reveals no tendency to late relapse; on the contrary, the longer a patient has 
been discharged, the more likely he is to continue well. 


6, DISCUSSION 

The therapeutic value of leucotomy is a subject on which British reports have 
been silent. It seems probable indeed that leucotomy as a therapeutic procedure 
has already passed the stage where a scientific evaluation by a control series is 
feasible. Kolb (1949) concludes that “‘ at the present time the evidence is quite 
inadequate to lead to the conclusion that lobotomy has therapeutic value in the 
treatment of schizophrenic reactions, though it may be effective in causing the 
remission of specific symptoms.” Worthing et a/. (1951) have made an attempt 
at evaluation by comparing the discharge rate of a series of leucotomized patients 
with those of a diagnostically comparable series studied before the introduction 
of modern methods of treatment; they conclude that the operation results in at 


least a 10 per cent increase in the number of discharges. However, their compari- 


son is not altogether satisfactory, as the discharge rate of psychiatric patients has 
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varied widely in different hospitals and during different decades (Prichard 1835, 
Solomon 1950), and is probably associated more with changes in diagnostic 
fashion and local and temporal variation in the enthusiasm of the medical and 
nursing staff than in the value of special therapeutic measures. 

The results in the Bristol series correspond closely with those of most other 
comparable series (Board of Control 1947, Stengel 1950, Worthing et al. 1951, 
Gillies et al. 1952); and although the conclusion that leucotomy effects a near- 
recovery in 30 per cent of otherwise hopelessly chronic patients may, in the light 
of Kolb’s criticisms, be somewhat too sanguine, yet the general impression 
gained from a study of the Bristol series is in conformity with that of other 
British reports, namely, that the operation is on the whole of value. 

It must be remembered that as experience 1s gained the indications for 
leucotomy are becoming continually better defined. ‘The disadvantages (espec- 
ially among schizophrenics) of unduly delaying operation are apparent, while 
the suitability of leucotomy as a treatment for certain types of neurosis is becom- 
ing established. It is therefore reasonable to expect that future series will show 
results considerably better than those recorded here. 


7. SUMMARY 


The results in the first 178 cases subjected to leucotomy at the Bristol Mental 
Hospitals are summarized. It is shown that there are advantages in expressing 
the results in terms of the patient’s condition at a definite time after operation. 
No relation was found between pre-operative response to electric convulsion 


treatment and the subsequent response to leucotomy. 
The Bristol results are in close conformity with other comparable series. 
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THE WILLIAM BUDD HEALTH CENTRE 


Bristol’s new Health Centre was officially opened by the Minister of Health, 
the Rt. Hon. Ian MacLeod, M.P., onthe 16th September 1952 in the presence of 
the Lord Mayor, members of the City Council and a number of invited guests. 

As has been pointed out in a previous article in the Journal by Dr. Wofinden, 
Deputy M.O. for Bristol, this is the first Health Centre to be built by a local 
authority for the use of general practitioners. It attempts to solve the problem 
of inadequate general medical services in a housing area with a population of 
30,000. The opening of the Centre brings to an end a long controversy which 
has gone on in the local press and within the profession, and became the 
medical problem of Knowle West. Our planners in their wisdom erected thousands 
of new houses on the estate, and while they made provision for a public house and 
a picture house, no provision was made for a doctor’s house or surgeries of any 
kind. When some of the doctors found it necessary to follow their patients into 
the estate, they were compelled to use the sitting-room of one of the council 
houses as a surgery, and the front garden as a very inadequate waiting-room. 

The new Centre, which will be used by six general practitioners and will also 
provide services under the Local Health Authority, does not aim at being any 
more than a series of suites for general practitioners with a room for minor 
surgery and a small recovery-room. ‘The Minister, in opening the Centre, 
pointed out that it was undesirable that precipitate action should be taken in the 
provision of health centres throughout the country; better to build a few centres 
of different design and scope to find out by trial and error what was best for the 
community and the profession. He thought that the present Centre had a great 
defect in not providing dental and pharmaceutical services. Its advantages, as he 
saw them, would be that doctors would have more time for the essential work of 
healing and that they would be able to co-operate more closely with Health 
Visitors, Midwives, and Officers of the Local Authority. 

The Minister also said that he would follow this experiment with keen 
interest as he was anxious to see the reaction of the patient as well as of the 
profession. He thought that it would be interesting to see whether the patient 
preferred to attend a Centre, where the doctor was probably less burdened with 
work which he could delegate to others, and so could give more individual time 
to each case, or whether the institutional atmosphere and the herding together of 
greater numbers would make the patient feel that general practice had lost 
something of the personal touch. Perhaps in the end he would prefer the old- 
fashioned doctor with his own surgery. 

It must be remembered that the new Health Centre does not provide any 
diagnostic facilities which doctors do not already possess in their own surgeries. 
The same number of patients will have to be referred to hospital for blood counts, 
X-rays, and other investigations which might well be carried out on the spot if 
the Centre had the necessary equipment and trained personnel. All that has been 
done is to provide consulting- and waiting-rooms at a capital cost to the ratepayer 
VoL. 69. No. 252. Ss 
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of £16,000, and a working cost of £10,000 per annum with a return in income of 
only £400 per annum. It would need thirty or forty such centres to cover the 
population of Bristol. Is it fair that the rates should be thus burdened, if nothing 
more is done to provide the general practitioner with laboratory and other 
services, and take some of the burden from the Hospital out-patients’ depart- 
ment-? 

The Chairman of the Health Committee, the Rev. Mervyn Stockwood, in 
introducing the Minister raised a problem which must concern the profession in 
future. One of the dangers to-day is for doctors to become mere technicians, and 
for something of the art of medicine to be lost. If health centres become fashion- 
able, the tendency may be for the general practitioner to become like his more 
privileged colleague, the consultant, a visitor rather than a resident in the area in 
which he practises. He will have his hours of service; he will see the patients in 
their homes; but he will only be there during his working hours, and will live 
away from his practice. Is this a desirable state of affairs? Should not a family 
doctor belong and live where he does his work, and enter into the life of the 
community outside his working hours? 

Mr. John Wright, F.R.c.s., grandson of Dr. William Budd, a pioneer in 
Public Health, after whom the Centre has been named, seconded the vote of 
thanks to the Minister. He took up the point the Minister had made about doctors 
having more time for essential work, and hoped that the provision of clerical and 
other facilities would mean less waste of medical men’s time. He laid stress on 
the desirability of trained persons, under the direction of the doctor, dealing with 
much of the minor illness which now clutters up the surgery of every general 
practitioner. It will be interesting to see if the doctors working in the new 
Health Centre will be prepared to pass on work of this nature to assistants if they 
are available. 

It would be fair to say that the ship was launched with hope rather than 
confidence, and that some of her well-wishers had not a few misgivings about her. 


WILLIAM BUDD 


William Budd (1811-80) practised at North Tawton, Devon, as Assistant to his 
father. He removed to Bristol in 1842 and was appointed Physician to St. Petey's 
Hospital. In 1847 he was appointed Physician to Bristol Royal Infirmary. 

He studied typhoid fever at North Tawton and later in Bristol and his observa- 
tions were published in the Lancet and British Medical Journal over a period of 
more than thirty years. These were reprinted in volume form in 1873 entiiled 
“ Typhoid Fever, Its Nature, Mode of Spreading and Prevention ”’. 

His studies included the cause and spread of Cholera and in 1849 he published a 
pamphlet entitled ‘‘ Malignant Cholera; its Mode of Propagation and its Prevention’. 
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ARGYRIA FROM THE USE OF NASAL DROPS* 


Dr. C. D. Cross—This woman, aged 58 at the time of her death, swallowed a fish- 
bone which stuck in her throat seventeen years ago. She thereafter developed a neurosis 
and periodically attended E.N.T. Out-Patients, where she was treated with argyrol 
nasal drops. ‘This treatment was continued by her private doctor. During the past 
six years she attended Psychiatric Out-Patients also. Her complaints were numerous 
but nothing organic was discovered. 

She was first seen in Bath in 1947, when she came to St. Martin’s Hospital bearing a 
large series of envelopes containing numerous clinical reports and prescriptions. She 
was sent to the E.N.T. Clinic, because of a persistent cough, and a bronchoscopy was 
performed without result. She was then of normal colour. In January 1949 she was 
admitted for a further investigation by the surgeon but nothing was found, and her colour 
was normal. She took her own discharge after ten days. She was never examined by 
a physician and her blood pressure was not recorded. In November 1951 she was 
admitted unconscious, with a blood pressure of 250/140. I happened to see her in 
Casualty and her colour suggested argyria. She had oedema of legs and ankles. Blood 
urea was 140 mgm%. She recovered consciousness and lived until December 5th, 
when she died with signs of cerebral haemorrhage. 

At autopsy the colour of the skin was a peculiar slaty-grey with a definite blue tinge. 
This affected the whole of the body but was especially noticeable in the face and neck. 
Death was due to a small cerebral haemorrhage, and there was left ventricle hypertrophy, 
some arteriosclerosis, and the finely scarred kidneys of essential hypertension. Pieces 
of tissue for histological examination were taken from the kidney and from the skin of 
the neck. They all showed a remarkable deposit of black grains along the collagen fibres 
particularly in the adventitia of blood vessels. There was a great deal in the dermis 
of the skin and in the basement membrane of the glomeruli and of the renal tubules. 
It had almost the appearance of a silver impregnation stain for reticulin. 

It is interesting to note that she never had any silver medicament except the argyrol 
drops, which she had taken regularly for seven years. 


Mr. G. W. Griffin—We sent some of the kidney to the Bristol City Analyst (Mr. 
E. G. Whittle) who reported that the black pigment was insoluble in acids and alkalis, 
dissolved in cyanide, and was proved spectrographically to be silver. 

Dr. J. A. Cosh—Was the fish-bone ever found? 


Dr. C. D. Cross—No. There was no evidence of any fish-bone. The trouble for 
which she was treated all that time was a neurosis. 


A questioner—Are there many cases of argyria seen nowadays? 


Dr. F. G. Bolton—Those people who live in the Westbury area may have seen an 
old woman walking about who has argyria. 


Professor T. F. Hewer—I have never seen her but I have known a lady by sight 
for many years in another part of Bristol, and as it happens I was one day presented 
with part of her stomach by a local surgeon who performed a partial gastrectomy because 
of a duodenal ulcer. The serous coat of the stomach was an extraordinary grey colour. 
I recognized it as argyria—in fact, I might almost say I recognized the lady herself by 
the appearance of her stomach, because I asked the surgeon whether it came from this 
lady whom I knew by sight: I was delighted to discover I was correct! She had been 
treated with silver nitrate as a child, presumably because she had some sort of fits. It 
was fashionable in those times to treat epilepsy with silver nitrate. The histological 
appearance of her stomach was the same as that of the tissues in Dr. Cross’s case. 


* A case report at a Clinical Pathological Conference held on February 19th, 1952, 
in the Department of Pathology, University of Bristol. 
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Dr. H. J. Bland—There is a lady in Southmead now who has had argyria for seventeen 
years. She has a blood pressure of 240/160. She had selenium treatment some years 
ago. She sits in Southmead quite happily. 


Professor T. F. Hewer—I suggest that a biopsy should be performed and a piece 
of skin taken to the City Analyst! Selenium does not produce pigmentation that could 
be confused with argyria. 


Dr. J. A. Cosh—Does Professor Hewer haunt Cotham Hill? If so, he may have seen 
the pathetic figure of an old lady crippled with arthritis who has argyria and has also had 
selenium; she smells strongly of acetylene. What does your patient smell of, Dr. Bland? 


Dr. H. J. Bland—Wintergreen! 


Professor A. V. Neale—Why so malodorous? I should like to stress the danger of 
house physicians in out-patients giving “‘ Rep. Mist.” and saying “‘ Off you go’ 

Dr. B. E. McConnell—I have a fellow feeling and sympathy with the clinicians who 
had to deal with this lady. She was obviously poly-symptomatic and they must have 
wanted to get her out of their consulting rooms as soon as possible. It is most unfortunate 
that argyrol was given for so long a time, but it would be a pity if we dropped the use of 
argyrol altogether: like bromides, which are cheaper than phenobarbitone, it is good for 
a short period. 

I have a patient with argyria of the conjunctivae due to argyrol drops. She is no 
longer receiving argyrol, at least not to my knowledge. It is confined to the conjunctivae. 


Professor T. F. Hewer—I should like to add that argyria has nothing to do with 
hypertension, and the fact that in the present case, as in that of the old woman at South- 
mead, there happened to be hypertension is quite irrelevant. As far as I know argyria 
has only a cosmetic disadvantage. The occurrence of local argyria affecting the con- 
junctiva where the drops were applied in Dr. McConnell’s case is interesting. Local 
argyria occurs in industry. We asked Dr. Cross to present this case because we have 


not had an autopsy on anyone with argyria, and we thought this example might remind 
people of the unwisdom of allowing silver preparations to be used over a long period 
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Reports of Meetings 


BRISTOL MEDICO-CHIRURGICAL SOCIETY 
At the Royal Fort on January 14th, 1953 
Aims and Limitations of Insulin Therapy 


Dr. Wilfrid Oakley (King’s College Hospital) began by considering, in the light of 
recent researches, the subdivision of diabetics into different clinical types; in the same 
connection reference was made to the work of Bornstein and Lawrence on the insulin 
content of the plasma in diabetes. The speaker next defined the aims of treatment by 
insulin and stressed the importance of estimating the blood sugar and testing the urine 
at times when insulin action was at its maximum. 

The various arrangements and combinations of insulins available were briefly reviewed, 
and the type of patient for which each was most suitable was discussed. Special emphasis 
was laid on the advantages in difficult cases, such as children and pregnant diabetics, 
of the use of a single injection of soluble insulin before breakfast and a mixture of soluble 
and protamine zinc insulin before tea or the evening meal; the dose of protamine zinc 
insulin should be as small as possible, the aim being to keep the early morning specimen 
of urine free of ketone bodies. The spéaker went on to consider the incidence of retinitis, 
albuminuria, hypertension and Kimmelstiel Wilson syndrome and showed from a large 
series of young diabetics that these complications are related to the duration and not to 
the severity of the diabetes. The high proportion of such cases affected showed that 
the present methods of treatment are far from perfect, but recent American work seems 
to confirm the clinical impression that good control of the diabetes lowers the incidence 
of these complications. 

In dealing with the treatment of severe ketosis and diabetic coma, Dr. Oakley warned 
his audience against the danger of giving very large and frequently repeated doses of 
insulin without adequate blood sugar control; he considered this recently popular practice 
both unnecessary and dangerous. ‘The importance of due attention to fluid and 
electrolyte balance was stressed, and the indications for the use of potassium in the 
treatment of coma explained. 

The local reactions to insulin injections were illustrated by a series of photographs 
showing severe bilateral symmetrical insulin atrophy, fibro-fatty insulin tumours and 
the effects of intracutaneous injections. 

In conclusion, a brief account was given of a recent therapeutic trial of the new Danish 
insulin produced by Novo Laboratories in Copenhagen as a result of the researches of 
Hallas Moller and his co-workers. Three new preparations of increasing duration and 
decreasing intensity of action had been produced under the names Semi-Lente, Lente 
and Ultra-Lente, the preparation tried at King’s College Hospital being the intermediate 
Lente insulin. Graphs of blood sugars taken at 8 a.m., noon, 6 p.m., and 9 p.m. were 
shown from which it was evident that this new insulin not only has a prolonged action 
over twenty-four hours or more, but also acts with sufficient rapidity to control the noon 
blood sugar level. It seems from the small series of cases so far treated with Lente 
insulin that this preparation possesses all the advantages of a mixed dose of soluble and 
protamine zinc insulin with the additional virtue of a more regular and dependable 
action. 


DEVON AND EXETER MEDICO-CHIRURGICAL SOCIETY 
Clinico-Pathological Demonstration 


A clinico-pathological demonstration was held on Thursday, November 2oth, 1952, 
at which the following cases were shown: 
1. Adrenal Tumour: Dr. G. M. Corson, Dr. G. STEWART SMITH. 
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Mixed Growth of Uterus: Mr. D. Jerreriss, Dr. G. STEWART SMITH. 
Rupture of Oesophagus: Mr. J. M. Larce, Dr. G. STEwarT SMITH. 
Talc Granulomata: Mr. P. M. G. RusseLtt, Dr. G. STEWART SMITH. 
Mere Monstrosities—Single and Double: Dr. G. Stewart SMITH. 


Common Out-Patient Problems 


Dr. W. A. Lister spoke of common out-patient problems, at a meeting on December 
18th, 1952. The first was that of the child who persistently coughs at night. ‘This 
cough starts at about the age of two years, often after pertussis and pneumonia. The 
patient is quick, alert, impatient, growing fast, rather pale, and intelligent. There are 
complaints of abdominal pains and persistent nasal catarrh. Enquiry reveals that the 
mother has taken the child to many doctors, hospitals and clinics, but still the cough 
continues. These are the main causative factors: an infective focus in the throat, maso- 
pharynx or sinuses; a psycho-somatic factor, e.g. the patient is often the only chiid of 
anxious parents; a dietetic factor, usually an intolerance of fat. If these patients are 
recognized as early asthmatics other things fall into place. Focal infection must be dealt 
with: this will improve but not cure the patient. The psychological side should receive 
attention, perhaps at a child guidance clinic. Dietetic measures consist in reducing fat 
and increasing carbohydrate intake. Skin tests are disappointing, but the common 
allergens such as feathers, hair and pollen should be avoided as much as possible. ‘! hus, 
the removal of the domestic cat sometimes produces striking improvement. The breathing 
exercises advocated in the booklet of the Asthma Research Council are of great help. 
Dr. Lister’s second problem was that of the mild melancholic. Such patients often 
complained of vertical headache or pressure, or of a boring pain in the temporal region. 
The condition is apt to follow the receipt of bad news and to occur in elderly prostatics. 
A careful history will often elicit evidence of previous attacks. Skin rashes, night waking 
in the small hours, and withdrawal of interest from customary occupations are chirac- 
teristic. Organic disease must, of course, be carefully excluded before a diagnosis of 
melancholia is made. ‘Treatment consists in attacking the night waking with pheno- 
barbitone and countering the consequent morning hangover with benzedrine. (‘The 
depression is worse in the morning.) If these measures fail E.C.T. often succeed 

Dr. Lister’s third problem was that of back strain producing persistent and otherwise 
inexplicable pain. Such pain may be due to minor degrees of root irritation on the 
concave side of a scoliosis. Poker back follows prolonged and unnecessary decubitus. 
Both types respond well to physiotherapy. 

In proposing a vote of thanks Dr. Charles Wroth deplored the overlapping of radio- 
logical services as a result of which the same patient might be repeatedly and unnecessarily 
X-rayed in various clinics and hospitals (or even in the same hospital) owing to lack of 
adequate liaison. 


SOUTH WEST ORTHOPAEDIC CLUB 


The South West Orthopaedic Club met at Winford Orthopaedic Hospital, Bristol, 
on Saturday, November 22nd, under the Chairmanship of Mr. A. Eyre Brook. In the 
morning the forty-five members were taken on Ward Rounds by the staff of the hospital. 
Many cases were demonstrated, among which was the reduction of congenital dislocation 
of the hip by traction and abduction in flexion on a gallows splint, and arthroplasty of 
the knee for osteoarthritis using nylon sheets. In the operating theatre an arthroplasty 
of the hip using an acrylic prosthesis was also demonstrated. 


Mr. K. H. Pridie reported a new method of arthrodesis of the ankle using a 1} in. 
auger bit. The joint was approached through a median incision; the internal malleolus 
was removed with an osteotome. A cavity was then reamed out in the lower end ot 
the tibia and upper surface of the astragalus. The cavity was filled with bone chips 
from the tibia, or if the bone was very sclerotic, with iliac bone chips. Sometimes the 
remains of the internal malleolus were inserted as a key graft. It was possible to correct 


‘ 


valgus or varus deformity easily as the ankle was “‘ plastic”. The operation had been 
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done twelve times for various conditions, but never for tuberculosis. Union was sound 
in about three months and there had been no failures. 


Mr. M. P. McCormack reviewed the correlation of the neurological signs and 
operative findings in fifty cases of prolapse of lumbar intervertebral discs. All the cases 
had been subject to the usual neurological examination before operation. 

There had been forty-two positive findings of disc lesions. 

In one-third of cases the neurological signs were unhelpful or wrong in indicating 
level. ‘Two-thirds of the thirty-two cases, where the lesion was situated at the fifth space, 
had a diminished or absent ankle jerk and half of this group had sensory loss in the first 
sacral dermatome distribution. The findings in association with the 4/5 disc were not 
so helpful. In the discussion that followed, Mr. Mervyn Evans spoke of the difficulty 
of getting miners who had disc lesions back to work and said that this appeared to be 
directly related to the form in which compensation was paid, those with weekly pay- 
ments rarely returning, whilst many of those with lump sum payments did so. 


Mr. Keith Lucas demonstrated a case of chronic arthritis of the hip joint which 
followed changes in the hands and ankles suggestive of rheumatoid arthritis. The 
patient had been treated with gold, streptomycin and P.A.S. The course of the hip 
disease shown by serial X-ray examination strongly suggested a tuberculous infection, 
but a synovial biopsy had not been done. He considered the other joint changes to be 
an allergic manifestation of a tuberculous hip infection, although rheumatoid arthritis 
of the hip sometimes resembled tuberculosis. 


Mr. Durbin emphasized the importance of proving the diagnosis before any patient 
was labelled tuberculous as there was a stigma attached to the disease and no person 
could be accepted by the services or for life assurance purposes with a past history of 
this trouble. He urged therefore that synovial biopsy should be carried out if other 
means of diagnosis had failed. Other speakers mentioned the value of gland biopsy. 


Mr. Fowler reported three cases of fracture of the head of the radius where there 
had virtually been a traumatic excision of the head of the radius, the fragments being 
exploded through the capsule into the extra-articular tissues. In such cases it was un- 
necessary to carry out surgical removal of the fragments, and indeed it was meddlesome, 
as a good result would ensue by conservatism. All these cases had about three-quarters 
range of flexion and extension and full rotation. 

After tea a discussion was held on the complications of the treatment of club foot, 
which was opened by Mr. K. H. Pridie and Mr. Bastow. 


Mr. Pridie stated that he felt that all club feet were amenable to treatment, and that 
failure was the fault of the surgeon. ‘Treatment might be too active. 


Mr. Bastow also emphasized that the complications are essentially those of treatment. 
During the first six weeks manipulations should be little and often, extreme gentleness 
being used. The soft tissues were frequently damaged by forcible manipulation—the 
skin was split, pressure sores were produced and Volkmann’s ischaemic contracture 
could develop. He mentioned that Kite’s plasters could sometimes produce severe 
circulatory trouble. Overcorrection should only be obtained at the end of three months. 
X-rays were shown demonstrating the bad effect of forcible manipulations over a long 
period on the growth of the lower tibial epiphysis and astragalus. Considerable interest 
was shown, but owing to limited time, the discussion had to be curtailed. 


SOUTH WEST PAEDIATRIC CLUB 

A week-end meeting was held at the Royal United and Manor Hospitals, Bath, on 
November 22nd and 23rd. 

The Paediatric Unit and other departments were visited before the clinical meeting, 
at which cases presented by Drs. J. Apley, L. H. Hoffmann, E. W. Miles, H. R. E. Wallis 
and Mr. P. Sames, and X-ray demonstrations by Drs. H. J. Johnson and A. C. P. D. 
Thomson, were discussed. 


Mr. J. Bastow gave a paper on Acute Wry-neck in Childhood. He reviewed the 
aetiological factors of this not uncommon condition, which may present as a paediatric 
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rather than an orthopaedic problem, and in which the diagnostic features are 1 


clinical. 


Excellent illustrative case-histories were presented, and the safe and effi 


method of treatment by neck traction was clearly demonstrated on some very co-o; 


tive patients. 


Dr. H. R. E. Wallis, under the title, The Chinless Child, gave the results of his investiga. 


tion into all forms of mal-occlusion. 
problem has, in fact, many medical applications. 


What has been regarded as an exclusively dental 
As the processes of natural selection 


are countered by the technique of modern civilization, the defect may become increasingly 


prevalent. 


The commonest underlying factors in the production of the defect 


were 


found to be heredity, thumb or finger sucking, and prematurity. 


Dr. J. Apley discussed the natural history of The Infant with Stridor, based on a 


follow-up survey of eighty cases. 
was stressed, since the general term 
which of the many possible underlying causes is concerned. A familial tendency, n 
retardation and neonatal upper respiratory infection were three factors in aetiology 

had not been sufficiently recognized in the past. 


“ 


” 


The importance of accurate diagnostic investivation 
congenital stridor 


gives no information as to 
ental 
which 


Complications were frequent, and the 


mortality rate was surprisingly high, in part because infants with stridor are traditionally 
and often wrongly, considered to be suffering from a trivial condition. 
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Notes and News 


EXAMINATION 
M.R.C.P. (London) 


SUCCESSES 
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D.M.R.D. (R.C.S.) 
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Dr. A. C. Fisher, M.D., F.R.c.S., has been awarded the O.B.E. in the New Year Honours 
for ‘‘ medical services and welfare work in Northern Rhodesia ”’. 

A gift to the Department of Dental Surgery of a collection of lantern and microscope 
slides, collected in Singapore, has been made by Professor E. K. Tratman, a former 
member of the Dental School Staff and a Bristol Graduate. 

Dr. J. H. Middlemiss has been appointed as the University’s representative at the 
Seventh International Congress of Radiology 1953 in Copenhagen. 

The First World Conference on Medical Education is to be held at B.M.A. House, 
London, from August 24th to 25th, 1953. Details are available in the Dean’s office. 

The following prizes have been awarded: 

David Raynor Prize—M. E. Jackman. 

Gold Medal for Child Health and Paediatrics—N. G. Sanerkin. 

Attenborough Silver Medal—K. J. Mullan. 

Attenborough Bronze Medal—M. D. H. Allen. 

Russel Cooper Prize—Marguerite E. Pennefather. 

Phillips Prize—T. F. Harris. 

Bristol Royal Hospital Gold Medal—F. J. Appelbe and N. J. Sanerkin (jointly). 

The St. Andrew’s Studentship in Neurophysiology and Psychiatry has been awarded 
to Mr. P. L. Short of the Burden Neurological Institute. 

Mr. D. Gifford, B.Sc., of the Physics Department of Bristol General Hospital, has 
been given the status of Recognized Teacher in Medical Physics. 


“THE TEACHING OF ANAESTHESIA IN EUROPE” 


The Editor regrets that in our annotation under this heading (July 1952) the name 
of Dr. JoHN H. CHALLENGER was inadvertently omitted as an instructor at the W.H.O. 
Anaesthesia Centre in Copenhagen. 





NOTES AND NEWS 


UNIVERSITY OF BRISTOL 
Degrees of M.B., Ch.B. (Brist.) December 1952. 


Barker, Kenneth James Ginsberg, Barnett 
Barton, Marjorie Edith Moore, Alan 
Blackwell, Noel Gerald Palmer, Ian William 
Bollen, Arthur Reginald Prichard, Mervyn Niblett 
Booker, Ann Emily Sherwood, Peter Henry 
Causton, John Clifford Smith, Herbert Saviour 
Christie, Anne Winthrop Stone, Derek William George 
Claremont, Jean Margaret Tovey, John Ernest 

Walker, Henry Aidan Patrick 


UNIVERSITY OF BRISTOL MEDICAL POSTGRADUATE DEPARTMENT 
Lecture Demonstrations 


A series of lecture demonstrations will be held in April/June 1953, intended for 
General Practitioners. 


Sunday, April 12th: Dr. G. E. F. Sutton, M.C., Southmead Hospital, 10.30—Cardiac 
Emergencies. 


Sunday, April 19th: Dr. J. M. Naish, Southmead Hospital, 10.30 a.m.—Anaemia. 


Thursday, April 23rd, and Friday, April 24th: Practical Demonstrations in Obstetrics, 
8.15 p.m., Southmead Hospital. 


Sunday, April 26th: Dr. G. R. Airth, Southmead Hospital, 10.30 a.m.—X-rays. 


Sunday, May 3rd: Dr. J. M. Naish, Southmead Hospital, 10.30 a.m.—Diabetes in 
General Practice. 


Sunday, May roth: Dr. J. M. Naish, Southmead Hospital, 10.30 a.m.—Dyspepsia. 
Saturday, May 16th, and Sunday, May 17th: Week-end course in Obstetrics. 


Thursday, May 21st, and Friday, May 22nd: Practical Demonstrations in Obstetrics, 
8.15 p.m., Southmead Hospital. 


Wednesday, May 27th, and Thursday, May 28th: Prof. J. M. Yoffey, Exhibition, 
Department of Anatomy, University Road, 2—5 p.m. 


Sunday, June 7th: Dr. C. D. Evans, O.B.E., Bristol General Hospital, 10.30 a.m.— 
Dermatology. 

Saturday, June 13th: Dr. R. E. Hemphill has arranged a demonstration and discussion 
on various psychiatric problems at Barrow Hospital, commencing at 2.30 p.m. 

Sunday, June 14th: Dr. R. P. Warin, Bristol General Hospital, 10,30 a.m.—Der- 
matology. 


Sunday, June 21st: Dr. James Macrae, Ham Green Hospital, 10.30 a.m.—Anti- 
biotics in Infectious Diseases. 


Sunday, June 28th: Dr. James Macrae, Ham Green Hospital, 10.30 a.m.—Anti- 
biotics in Infectious Diseases. 


Inquiries should be addressed to Dr. A. H. Gale; Telephone 24161. 


WESSEX RAHERE CLUB 


The Spring Dinner of the above club will take place at the Castle Hotel, Taunton, 
on Saturday, April 18th. 

It is hoped that, as usual, a member of the staff will be present as guest of honour. 

Membership of the club is open to all Barts men practising in the West Country. 
Further details will be circulated to members and to any other Barts men who are 
interested and who will get in touch with the Hon. Secretary, Mr. A. Daunt Bateman 
of 3 The Circus, Bath. 
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